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A B S T R A C T
This is the protocol for a review and there is no abstract. The objectives are as follows:
The primary objective of the review is to assess the effectiveness of primary, secondary and tertiary intervention programmes utilised
to reduce or prevent, or both, elderly abuse in organisational, institutional and community settings. We will also identify and report
on adverse consequences or effects of the intervention/s in the review.
The secondary objective is to investigate whether intervention’s effects are modified by types of abuse, types of participants, setting of
intervention or cognitive status of the elderly.
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B A C K G R O U N D
Description of the condition
Maltreatment of older people (or commonly termed as elder abuse)
is a global problem, affecting millions of older people worldwide.
It was recently reported that elder abuse was responsible for 2500
deaths a year in Europe (WHO2011). These figures will inevitably
elevate with populations ageing and living longer. According to
the World Health Organisation (WHO), elder abuse is defined
as “a single, or repeated act, or lack of appropriate action, occur-
ring within any relationship where there is an expectation of trust,
which causes harm or distress to an older person” (WHO 2002a).
This definition encompasses harms towards the elderly by peo-
ple they know or with whom they have a relationship, such as a
spouse, partner or family member, a friend or neighbour, or those
they rely on for services (Action on Elder Abuse 1995). Most re-
searchers referred to elder abuse as physical abuse, psychological or
emotional abuse, financial abuse (or financial exploitation), sexual
abuse, and neglect (Cooper 2008; Lachs 2004).
Routine data on elder abuse remain scarce and have a short history
with first references to “granny bashing” in 1975 (Baker 1975;
Burston 1975). The exact scale of the problem has been difficult to
determine, given the varying definitions and social norms across
the world (Kosberg 2003). Available community-based studies
contain evidence that abuse, neglect and financial exploitation of
elders are much more a universal phenomenon than societies ad-
mit. A review of the prevalence of elder abuse found the overall el-
der abuse rate ranged between 3.2% and 27.5%, with significantly
higher rates among vulnerable older people (Cooper 2008). Data
suggest that 2.7% of elderly people reported physical maltreat-
ment, 19.4% reported mental abuse, 0.7% reported sexual abuse
and 3.8% reported financial abuse in the previous year (Soares
2010). The prevalence of maltreatment is reported to be much
higher among vulnerable dependent elderly requiring care, partic-
ularly those in nursing and residential homes. In a survey in the
United States, 24.3% of elderly relatives reported at least one in-
cident of physical abuse by staff in nursing homes in the previous
12 months (Schiamberg 2012). In rural China, more than one-
third of elderly people reported elder abuse with psychological
mistreatment and caregiver neglect being the most common types
of abuse (Wu 2012). Elderly people with dementia have also been
reported to be at a higher risk of being abused by family carers
(Cooper 2009).
Emerging evidence shows that elder maltreatment has great eco-
nomic costs, including the direct costs to health, social, legal, po-
lice and other services. The direct cost arising from maltreatment
was attributed to increased healthcare costs to treat and rehabili-
tate the maltreated elderly. It was estimated that the direct health-
care costs of injuries due to elder maltreatment has contributed
more than USD 5.3 billion to the annual healthcare expendi-
ture in the United States (Mouton 2004). Maltreated elderly were
found to have longer hospital stays and higher rates of utilisation
of emergency services compared to their non-maltreated counter-
parts (Dong 2012a; Dong 2012b). In Australia, costs due to hos-
pital admissions for elder maltreatment have been estimated to be
between AUD 9.9 million and AUD 30.7 million for 2007/2008
(Jackson 2009). Other costs include provision of protection and
care by the legal and social system, such as adult social services
agencies, which spent at least AUD 500 million in 2004 alone
(Dyer 2007; NCEA 2006). In addition, financial abuse could se-
riously affect older people who survive on limited resources. Indi-
rect costs as a consequence of elder maltreatment include loss of
productivity of caregivers, inability to continue with activities of
daily life, diminished quality of life and lost investment in social
capital (Butchart 2008). Given these enormous social and eco-
nomic costs, there is a dire need for evidence-based immediate
actions on elder abuse.
Elder abuse is a result of complex interactions among factors at
the individual, relationship, community and societal levels, which
can be conceptualised using an ecological perspective (Gordon
2001; Wolf 2003). Factors from each level can interact, putting
the elderly at risk of abuse. For example, older people with de-
mentia (Dyer 2000; Hansberry 2005), disabilities (Ansello 2010;
Laumann 2008) and chronic health problems (Lowenstein 2009)
that result in increased dependence on caregivers are particularly
at risk of elder maltreatment. Furthermore, low social support,
loneliness, social isolation and lack of social networks among el-
derly further perpetuatemaltreatment (Acierno2010;Dong 2007;
Dong 2009). Perpetrators’ mental illness, high levels of hostil-
ity, substance abuse, psychological distress and their dependence
on the victim for accommodation and financial support appear
to be strong risk factors that predispose elderly to maltreatment
(Jackson 2011; Schiamberg 2000). Women were generally signif-
icantly more likely to have experienced maltreatment than men
but this may differ according to the type of abuse (Biggs 2009).
Intergenerational transmission of violent behaviour is a plausible
risk factor, given the association found between history of child-
hood violence with child abuse and other forms of aggressive be-
haviour (Biggs 2009; Jackson 2011; Lowenstein 2009; Yan 2003).
Distinctive characteristics were found to be associated with greater
maltreatment in institutions and healthcare settings (or institu-
tional abuse) and include inadequate staff training and supervi-
sion, inadequate staff to carry out daily activities, and prejudiced
attitudes towards elderly (Jogerst 2008; Phillips 2011).
Community factors that exacerbate elder maltreatment include
high crime rates, social disorganisation, lack of social resources and
networks, and poverty (Luo 2011). Societal factors that have been
connected with elder abuse include culture, ethnic and policies.
Cultural and ethnic factors exert their influence on elder abuse
ranging from definitions to societal response to the problem. Dif-
ferent ethnic groups have diverse views on what constitutes abuse
and health-seeking patterns influence actual reporting to adult
protection services (Dakin 2009; Moon 1993; Wolf 1999). Also,
customary practices in some societies might be judged to be abu-
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sive in some countries but not in others (Kosberg 2003; Podnieks
2010).
Description of the intervention
This review will encompass any strategy or intervention that could
be utilised to prevent or reduce elder abuse. Our definition encom-
passes interventions that have been developed to address the mul-
tifaceted nature of elder abuse, targeted at different levels reflect-
ing the socio-ecological approach, that is, at individual, familial,
community and societal levels. Browne and Herbert (1997) iden-
tified three fundamental types of interventions that could operate
at different levels. Based on their classification, we define primary
preventions as interventions related to preventing the abuse from
occurring, secondary interventions as actions aimed to prevent
further abuse, and tertiary interventions as actions to manage the
consequences after abuse has occurred (Browne 1997).
We will include primary prevention activities that could be in-
dividually focused activities, community-based interventions or
changes in policies. Individually focused activities could involve
interventions targeting directly the elderly themselves and their
family members, or both. For example, health educational and
skills-based programmes have been specifically developed for el-
derly and their families to provide them with the skills to com-
municate effectively, manage stress, resolve conflicts, and promote
healthier relationships (Hsieh 2009). Other approaches are those
which encourage positive attitudes towards older people by in-
creasing meaningful interaction between elderly and younger per-
sons via an intergenerational programme. Included will be pro-
grammes that target schools, university students or youths from
community settings, such as church groups and employment pro-
grammes (Fujiwara 2006; Hermoso 2006; Sanders 2008), and
may vary in the type of activities conducted. Within this, activi-
ties could range from simply exchanging letters or e-mails to long-
term or direct engagement with the elderly through participation
in joint community projects, group activities, or help with activi-
ties of daily living (e.g. gardening, house cleaning or tutoring).
Community-based interventions such as awareness campaigns and
health education conducted across society using mass media such
as television, radio, printed materials and Internet web sites will
be included in this review. Such campaigns are generally designed
and implemented to raise awareness of elder maltreatment, en-
courage respectful and dignified treatment of older people, and
provide education about available support services that, in turn,
may prevent elderly abuse (HSE 2009).
It cannot be assumed that an intervention programme being im-
plemented will bring only beneficial effects. Some interventions
might endanger elders due to inappropriate risk assessment, breach
of confidentiality, invasion of privacy and failure in safety plan
(Dugan 2003). For example, several studies suggest that interven-
tions such as psychologically-based programmes (e.g. anger and
stress management) (Signe 2008), behavioural therapy (Drossel
2011), provision of respite care or temporary relief care (Jeon
2005), and social support groups (Brownell 2006) for familymem-
bers or caregivers may reduce risk factors of elder abuse, such as
caregivers’ stress and dependency of elderly. However, several eval-
uations have reported an increase in maltreatment following in-
terventions such as the restraints reduction programme (mechan-
ical devices or barriers that restrict the movement of a person in
a chair, wheelchair, or bed), home visiting programme, and advo-
cate volunteers (Davis 2001; Flinson 1993). We will consider the
negative consequences associated with the elder abuse prevention
strategies in this review.
How the intervention might work
This review aims to give a broader perspective on the interventions
to prevent or reduce elder abuse. Elder abuse interventions occur in
a range of settings, including health care and social or legal settings,
and they may be primary, secondary and tertiary in nature.
A logic model is developed to capture the broad range of ap-
proaches found to prevent or reduce elder abuse (Figure 1). The
model is divided into two stages; i.e. 1) the development of the
intervention, and 2) the implementation of the intervention. The
first stage describes the formation of an intervention that includes
identifying target populations, delivery setting, composition and
stakeholders. The second stage (implementation phase) describes
a series of actions utilised to deliver the interventions.
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Figure 1. Footnotes (Figure 1):1Programmes to reduce factors influencing elder abuse (e.g. respite care,
social support, psychological programme, restraint reduction, intergenerational programme)2Legislation (e.g.
advocacy based programme, law orientated programme, legal institution, elderly act, mandatory reporting,
adult protection statutes)3Specific policies for elderly (e.g. improve housing, transport, aged friendly cities,
banking, pension, welfare aid)4Programmes to increase detection rate for prevention (e.g. home visit, home
based geriatric assessment, helpline, training for healthcare workers and social worker, guideline/ protocol,
screening)5Programmes targeted to victims (e.g. adult protective services, emergency shelter, temporary
residential services)6Rehabilitation programmes (e.g. legal assistance, psychiatric intervention, support,
counselling)7Other professionals (e.g. legislators, policy makers, politicians, journalists)8 Increase identification
(e.g. increase detection rate, increase reporting)
A range of both short- and long-term outcomes is used to mea-
sure the effectiveness of interventions and capture the levels where
the intervention may be operating. Short-term outcomes include
participant-, victim- or perpetrator-related outcomes, such as in-
creased knowledge, attitudes and skills, identification of abuse and
elderly independent living. Long-term outcomes could include
lower rates of elder abuse reporting or a reduction in the recur-
rence of elder abuse.
Within the range of interventions, specific ‘elderly friendly’ poli-
cies may be implemented with the intention to strengthen and
improve elderly welfare, economic and social standing, which de-
crease their dependency. These policies may consist of financial
independency, welfare assistance, employment opportunities and
poverty reduction, involving the financial or banking industries,
health sectors, government planners and religious organisations.
To achieve this, financial incentives and compensation are pro-
vided, which include direct payments to families through cash
grants or vouchers to purchase services. Tax incentives for caregiv-
ing include deductions and credits. In UK and New Zealand, var-
ious banks released the statement of intent on age-friendly bank-
ing practices for vulnerable customers (BBA 2010; NZBA 2007).
Further, the health sector is encouraged to engage with outside sec-
tors, particularly city councils, urban planners and politicians de-
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signing the urban environments in highly innovative age-friendly
cities that suit the ageing populations (Heathcote 2011). Some
countries have specific employment policies to protect older peo-
ple. In England, the Independent Safeguarding Authority ensures
that employers report a dismissed employee or volunteer for caus-
ing serious harm to a vulnerable adult and the employee is then
barred from further such employment. Employers need to under-
take the Criminal Records Bureau (CRB) checks for health and
social care related employment (UKHome Office 2012). In addi-
tion, initiatives to reduce poverty and social exclusion have been
organised, such as the Coming Home Program in United States
creating affordable assisted living facilities for lower-income older
and frail persons eligible for Medicaid services in rural areas since
1992 (Jenkens 2005; NCBDC 2012).
Secondary intervention involves close monitoring of vulnerable
older adults, early detection of elder abuse through screening or in-
tervening through mandatory reporting, with the assumption that
this will avoid recurrence. Monitoring of vulnerable older adults is
possible through screening, home-visiting, and home-based geri-
atric assessment. Helplines (or hotlines) aim to provide victims
with the opportunity to report abuse and seek further support, as
well as obtain information or referrals to local and national support
services. By increasing screening activities, training and education
programmes are targeted at health and social care professionals
who come into routine contactwith older people and are in an ideal
position to detect those at risk of, or already experiencing, mal-
treatment. However, professionals were found to have little insight
or guidance for deciding and making judgements regarding abuse
of older people, particularly when faced with complex family and
contextual factors and ethical dilemmas (Killick 2009). Training
programmes are provided with the intention of increasing profes-
sional awareness of the various types of elder abuse and their signs
and symptoms, and to improve their ability to identify and man-
age suspected cases effectively (Shefet 2007). They are incorpo-
rated in formal curriculum (Wagenaar 2009) or delivered through
training courses, workshops (Day 2010), online (Smith 2010) or
via printed learning materials (McGarry 2007; Richardson 2002).
Although numerous evaluations of training and education pro-
grammes have been conducted, they varied substantially in qual-
ity, with their effectiveness for the victims showing mixed results.
There is currently no such review of the effectiveness of educa-
tional interventions in preventing or reducing elder abuse (Day
2010; Richardson 2002).
Legal provisions, includingmandatory reporting and adult protec-
tion statutes, have been established with the intention of increas-
ing reporting and ending elder abuse (American Bar Association
2006). Disclosure of abusive situations to a legal authority by the
affected elderly are impeded due to physical or psychological im-
pairments, poor communication skills, fear of institutionalisation
and retaliation, fear of shame or embarrassment, or dependency
on the perpetrator (Desmarais 2007).Many states in United States
now requiremandatory reporting by any persons or specific profes-
sionals, such as physicians, psychologists, nurses, law enforcement
officials and clergy, to increase reporting (Koenig 2005). Also, laws
that govern the licensing and certification of institutions and pro-
hibit healthcare fraud have been introduced to assure the quality
of care of nursing home residents and their protection from mis-
treatment (Gittler 2008). Some laws, especiallymandatory report-
ing, have been implemented with the assumption that they will
reduce abuse. However, it has been a contentious issue with many
questions raised about its effects; indeed its actual efficacy has yet
to be determined (Bonnie 2003; Fulmer 2008a).
When abuse is recognised, it seems logical that referrals need to
be made early and adequate follow-up arranged. Tertiary efforts
tend to focus on dealing with the immediate consequences of el-
der abuse, providing support to victims and punishing the offend-
ers rather than preventing abuse in the short and longer term.
Thus, temporary placement, adult protective services, emergency
shelters, counselling and assistance via support groups targeted at
protecting and monitoring victims are widely developed in several
countries (Doe 2009; Koenig 2005; Kurrle 2008; Penhale 2008;
Podnieks 2008). For example, South Korea has established a cen-
tralised system that includes 24-hr emergency hotline for reporting
elder abuse, 5-day respite programs for caregivers, 15-day tempo-
rary residential services for elders and establishment of elder abuse
prevention centres (Doe 2009). Multidisciplinary response teams
are created in addition to existing adult protective services to re-
spond more efficiently to cases of elder maltreatment. These in-
clude forensic centres; vulnerable adult or financial abuse specialist
teams; and elder maltreatment prosecution units or a prevention
team that raises awareness of eldermaltreatment in the community
(Dyer 2005; Schneider 2010; Twomey 2010). For substantiated
maltreatment cases, although criminal and civil actions will be un-
dertaken against alleged perpetrators, rehabilitation programmes
such as counselling, psychiatric intervention and legal assistance
are also available to the perpetrator in some countries (Lithwick
2000).
Why it is important to do this review
Successful responses to elder abuse involve a public health ap-
proach that accounts for the magnitude of the problem, its risk
factors and the evidence base of what works that subsequently can
be implemented on a wider scale at individual or population levels
(Lachs 2004). One major barrier to successful responses to any
type of violence, including elderly abuse, is that prevention pro-
grammes have beendeveloped in isolation (WHO 2002b).Greater
emphasis needs to be placed on undertaking evidence-informed
approaches to addressing elder maltreatment.While interventions
have been initiated in health, social and legal settings to prevent
or reduce elder abuse, little systematic research has been devoted
to combining all current evidence available worldwide. There are
some initial efforts to gather such evidence (Ploeg 2009) but less
so in developing countries. In their review, Ploeg and colleagues
found that there were no significant differences in case resolution
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and rates of recurrence of abuse among the elder abuse interven-
tions evaluated (Ploeg 2009). However, their findings may be lim-
ited in the extent to which they can be generalised due to the
exclusion of unpublished research reports, non-English language
studies, recent studies from developing countries and lack of for-
mal qualitative assessment of included studies. This current review
intends to address this gap, reduce the fragmentation in research
and improve the evidence base of the actions needed to prevent
maltreatment.
O B J E C T I V E S
The primary objective of the review is to assess the effectiveness of
primary, secondary and tertiary intervention programmes utilised
to reduce or prevent, or both, elderly abuse in organisational, in-
stitutional and community settings. We will also identify and re-
port on adverse consequences or effects of the intervention/s in
the review.
The secondary objective is to investigate whether intervention’s
effects are modified by types of abuse, types of participants, setting
of intervention or cognitive status of the elderly.
M E T H O D S
Criteria for considering studies for this review
Types of studies
Wewill include all randomised controlled studies (RCTs) compar-
ing the use of strategies for the prevention and reduction of recur-
rent elder abuse with a minimum follow-up of 12 weeks in com-
munity-dwelling and institutionally cared elderly persons. Given
that elder abuse interventions may involve an entire community
or city, quasi experimental designs such as cluster randomised con-
trolled trials which use a comparison control population will be in-
cluded. Although the inclusion of non-RCTs will increase the sus-
ceptibility for bias, we will include non-RCTs such as interrupted
time studies (ITS), controlled before-and-after studies (CBAs) and
those with comparator groups because awide variety of approaches
and designs have been used in elder abuse interventions and we
anticipate that a limited number of RCTs will be available.
We will include studies that have compared the use of an inter-
vention to prevent elder-abuse in one group versus the use of no
prevention in the other. The intervention component of included
studies could be a one-off intervention or an intervention extend-
ing over a specified length of time. We will only include studies
that measure elder abuse occurrence (using standardised subjective
or objective tools) pre- and post-intervention.
Types of participants
We will include studies of elderly persons (60 years and older) liv-
ing in communities or institutions (such as residential care, health
facilities or shelters, prisons or detention centres). This is based on
the UN agreed cutoff for the older population (United Nations
2012). We will exclude studies that focus on interventions to pre-
vent other crimes against older people by those without a relation-
ship or care responsibility for them (e.g. street mugging or rob-
bery).
Types of interventions
We will define elder abuse prevention intervention (EAPI) as ’any
strategies that avoid potential elder abuse or reduce recurrent elder
abuse’ to lower rates of elder abuse in communities and in institu-
tions. The resources could be provided by government planners,
community-based groups, institutions and legislators. As EAPIs
could be applied in a number of settings, we will use the logic
model (Figure 1) to classify the type of intervention and the level
(community or individual) in which it is utilised.
The following are examples of EAPIs that might be utilised in or-
der to avoid potential elder abuse or reduce recurrent elder abuse
in communities and institutions, consistent with the logic model
included in this review. In addition, we will include studies im-
proving the quality of care and living situations that provide bar-
riers to situations of potential abuse; and programmes that bring
about improvement to long-term care that reduce recurrence of
elder abuse. The following interventions will be included in the
review:
Education
• Training and professional development to service providers.
• Education to the public and elderly, caregivers and other
professionals to increase awareness, improve attitudes and build
skills for prevention.
Programmes to reduce factors influencing elder abuse
• Interventions that reduce risk factors, e.g. psychological
programmes (anger and stress management), behavioural
therapy, provision of respite care and social support groups for
caregivers.
• Restraint reduction programmes and institutional policies
to limit the unnecessary use of physical restraints.
• Intergenerational programmes to create positive attitudes
towards elderly.
Specific policies for elderly
• Policies such as those that seek to improve housing,
transport, aged friendly cities, banking, pension management
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and financial aid that lead to improvements in independent
living and welfare.
Legislation
• Legislation resulting in advocacy-based programmes, law
orientated programmes and legal provisions such as mandatory
reporting, adult protection statutes, and specific laws to protect
whistleblowers.
Programmes to increase detection rate for prevention
• Programmes that attempt to increase the detection rate,
such as home visits, home-based geriatric assessment, helplines,
training for healthcare and social workers and guidelines and
protocols for screening.
Programs targeted to victims
• Programmes for victims, such as adult protective services,
emergency shelters, temporary residential services as crisis
management and relocation for improvements in long-term care.
Rehabilitation programmes
Programmes of rehabilitation for perpetrators, such as legal assis-
tance, psychiatric intervention, support and counselling that may
involve conflict resolution skills.
In this review, education-based interventions will be grouped to-
gether prior to combining the data. Other modes of interventions
will be studied as individual programmes due to the differences in
the approaches used, motives, content and targeted groups.
Types of outcome measures
The following are the primary and secondary outcomes included
in this review:
Primary outcomes
A primary outcome is any measure of rates of elder abuse in either
communities or institutions. They could be further classified as
the following, due to the intervention effort (as specified in Figure
1):
1. reduce occurrence of elder abuse;
2. reduce recurrence of elder abuse to the abused.
Incidence of abuse will include physical, sexual, emotional, finan-
cial and neglect. Abuse could be assessed using self report measures
(e.g. Conflict Tactics Scale, Elder Abuse Assessment Instrument,
Elder Abuse Suspicion Index, Indicators of Abuse screen, Elders
Psychological Abuse Scale or as defined by the authors), medical
records, number of protection orders sought, calls to police or po-
lice records filed.
Secondary outcomes
We will include secondary outcomes that may be related to elder
abuse behaviour or that may help to explain how interventions
work to improve quality of care and living situations, as well as
elderly long term care and those that reduce the potential for elder
abuse. These may include the following:
1. Participant-related outcomes such as:
• increase in awareness regarding elder abuse;
• improvement in attitude towards elder abuse;
• improvement in skills towards handling elder abuse;
• increase detection;
• increase elderly independent living.
2. Victim or perpetrator-related outcomes which include:
• improvement in crisis management and relocation of the
victims;
• improvement in conflict resolution and management of the
perpetrators.
We will report any adverse outcomes from interventions; such
events will be recorded and discussed in the narrative summary.
Adverse outcomes measures may include (i) deaths, all-cause and
elder abuse-related, or (ii) physical injuries, such as fractures and
bruises.
Search methods for identification of studies
Electronic searches
We will search relevant multiple databases and websites (as rec-
ommended by Armstrong 2011) using a sensitive search strategy
developed by CY and PB in liaison with the Public Health Group’s
Trials Search Coordinator, and will tailor the MEDLINE strategy
for each database during 2012. In the month prior to submission
of our review, we will check all the highest yielding databases for
newly published studies. We will handsearch all studies identified
in the reference lists of review articles and contact experts in the
field for other potentially eligible studies. We will impose no lan-
guage or date restrictions in our search.
We will search the following databases for material.
Health
• Cochrane Public Health Group Specialised Register
• CENTRAL
• MEDLINE
• EMBASE
• CINAHL
• PsycINFO
• PUBMED
• LILACS
• PROQUEST Digital Dissertations
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• Web of Science
• Canadian Medical Association INFOBASE
• National Health Services Database of Abstracts of Reviews
of Effectiveness
• Chinese CNKI databases (http://www.global.cnki.net/
grid20/index.htm)
• Ovid MEDLINE(R) In-Process
• EPPI centre databases - e.g. BiblioMap, DoPHER, TRoPHI
Legal & Social sciences
• Sociological abstracts
• Social Science abstracts
• Ageline
• ASSIA
Grey literature
• Health Management Information Consortium (HMIC,
grey literature)
• OpenGrey
• TROVE
• ZETOC
In addition, we will search theWHO International Clinical Trials
Registry Platform (WHO ICTRP) to identify studies in progress.
Searching other resources
In addition to databases, we will search other resources for pub-
lished and unpublished studies.
• We will handsearch our top 10 highest yielding journals within
12 months from the date of searching (those which yield the high-
est numbers of studies that meet the inclusion criteria), such as
The Journal of Gerontology, The Gerontologist, Journal of the
American Geriatrics Society, American Journal of Geriatric Psy-
chiatry, International Psychogeriatrics, British Journal of Social
Work, Journal of Elder Abuse and Neglect, Journal of Family Vi-
olence, Journal of Interpersonal Violence, Family Relation, and
Journal of Adult Protection, if these have not already been hand-
searched by The Cochrane Collaboration.
• Wewill search reference lists of all papers and relevant systematic
reviews that have been identified as meeting the inclusion criteria
for the review.
• We will conduct a Google Scholar search for relevant mate-
rial and search key websites (International Labour Organisation,
WHOand InternationalNetwork ofAgencies forHealthTechnol-
ogyAssessment,NationalGuidelineClearinghouse, JosephRown-
tree Foundation, AgeConcern) and relevant global social/health
government departments such as dept of Health in the UK, Aus-
tralia, etc.
• We will contact subject experts through the International Net-
work for the Prevention of Elder Abuse, The European Reference
framework Online for the Prevention of Elder Abuse and Neglect
and the National Center on Elder Abuse in the United States.
Data collection and analysis
Selection of studies
Types of studies to be selected in this review:
• randomised controlled studies (RCTs);
• quasi experimental designs such as cluster RCTs which use a
comparison control population;
• non-RCTs such as interrupted time studies (ITS) and
controlled before-and-after studies (CBAs) with comparator
groups.
The target population will be elderly people living in the commu-
nity and those being cared for in an institution.
We will divide the resulting titles from the search between two
review authors (CY, NH) for initial screening, whereby they will
independently examine the title, keywords and abstract of each
report for inclusion in the review. We will import article records
from each database into the bibliographic software package End-
note X4, where we will remove duplicates and select relevant arti-
cles. We will undertake an initial screening of titles and abstracts
to remove those which are obviously outside the scope of the re-
view. We will be over inclusive at this stage and, if in doubt, we
will include a paper. We will obtain the full text for the papers
potentially meeting inclusion criteria (based on the title and ab-
stract only), and we will link together multiple publications and
reports on the same study. We will not be blinded with respect to
authors’ names, journal or date of publication during this process.
Two review authors (SO and DF) will independently screen all the
full text papers obtained and will utilise the logic model (Figure 1)
to assess whether basic components of the definition of an inter-
vention for preventing abuse and permissible study designs have
been fully met. Where there is a persisting difference of opinion,
PB will review the paper in question in order to reach a consen-
sus between the review authors. We will maintain a record of the
outcome of the study assessment process for all reviewed material.
After the initial selection, CY and NHwill perform a re-screening
of a random 10% of all excluded titles to ensure no suitable titles
have been omitted.
Data extraction and management
We will develop a data extraction form based upon the Data
Extraction and assessment form of the Cochrane Public Health
Group (CPHG 2011).
Two review authors (CY and NH), will independently complete
a data extraction form for each study, tailored to the requirements
of this review. SO and PB will pilot the data extraction form to
8Interventions for preventing abuse in the elderly (Protocol)
Copyright © 2013 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.
assess its ability to capture study data and inform assessment of
study quality. We will resolve any problems identified through
discussion and we will revise the form, as required. Where studies
report more than one endpoint per outcome, we will extract the
primary endpoint identified by the authors. Where the study does
not identify a primary endpoint, wewill rank themeasures by effect
size and extract the median measure (Curran 2007). Should there
be relevant study reports in languages that cannot be translated
by the review team, CY will complete the data extraction form in
conjunction with a translator.
We will use a checklist to ensure inclusion of data relevant for
health equity based on PROGRESS-Plus criteria where disadvan-
taged will be considered in terms of place of residence, race or eth-
nicity, occupation, gender, religion, socio-economic position, so-
cial capital, age, disability and sexual orientation (Ueffing 2011).
In addition, we will assemble multiple reports and publications of
the same study and compare them for completeness and possible
contradictions. We will mark on the logic model (Figure 1) the
specific components present in the primary paper and companion
publications to assist in the categorisation of studies and interpre-
tation of results, where heterogeneity is present. We will manage
numerical data that are extracted from the included studies for
analysis in a Microsoft Excel spreadsheet or similar software.
SO and DF will cross-check the completed data extraction forms
for consistency and should any discrepancy arise, we will seek con-
sensus through discussion with a third author (PB). CY will file
and store all copies of studies undergoing data extraction and com-
pleted data extraction sheets (including printed versions of elec-
tronic forms) in a filing cabinet for auditing and checking pur-
poses. We will transfer data for collation from our data extraction
sheets to RevMan 5.1 (RevMan 2011); NH will independently
check the accuracy of this procedure. Where necessary, we will
contact study authors to provide data that may be missing from
the study reports or to resolve any uncertainty about reported in-
formation. We will record any study that undergoes the data ex-
traction process. Studies that do not meet the eligible criteria when
examined further will be listed in the ‘Characteristics of excluded
studies’ table with primary reason for exclusion to be noted. In
addition, we will also present relevant information on all included
studies in the ’Characteristics of included studies’ table.
Using the location of the intervention, we will categorise the stud-
ies as occurring in low-, middle- and high-income countries, as
determined by the World Bank classification.
Wewill review all papers and reports of included studies to identify
whether any description of costs or resources were made by the
authors. Information extracted will include descriptors of cost to
deliver the intervention over the time specified. Where possible,
we will separate the cost of the intervention from the cost of the
evaluation and research components. Where the results are pre-
sented at a population level, we will calculate the cost per person.
We will identify and include in kind support. We will also extract
general statements (e.g. “low cost intervention”) made by the au-
thors, where no expression of monetary value is made.
Assessment of risk of bias in included studies
Two review authors (CY and FD) will independently assess the
risk of bias in each study using the Cochrane ‘Risk of bias’ tool.
This will include the assessment of sequence generation; alloca-
tion concealment; blinding of participants and personnel; blind-
ing of outcome assessors; incomplete outcome data; selective out-
come reporting; and other sources of bias when evaluating RCTs
(Higgins 2008).
In addition, the Effective Practice and Organisation of Care
(EPOC) ‘Risk of bias’ tool will be used to assess the risk of bias
of non-randomised studies. For the analysis of non-RCTs, stud-
ies will be assessed for the five general domains of bias: selection,
performance, attrition, detection, and reporting, as well as for an
additional category to capture any other concerns pertaining to
the study quality.
All eligible studies will be judged at ‘low’, ‘medium’ or ‘high’ risk
of bias given overall consideration of the designs and the potential
impact of the identified risks noted in the table for each study
that contributed results for that outcome. Disagreement between
review authors in the risk of assessment will be resolved in a dis-
cussion with a third author (PB).
The quality of assessment for each included study will be doc-
umented in a risk of bias (ROB) table. Two figures will also be
generated: a graph that illustrates the proportion of studies for
each assessment criterion and a summary figure that shows the
methodological quality of each study.
Measures of treatment effect
All dichotomous and continuous data will be combined separately.
For studies with continuous outcomes, mean and standard devia-
tion will be used. For continuous outcomes, mean differences will
be used to analyse changes in outcome between the intervention
and control groups. If the studies report outcomes using disparate
scales, standardised mean differences (SMDs) will be reported.
The effect sizes for dichotomous outcomes will be expressed as
relative risks (RR) with 95% confidence intervals.
Unit of analysis issues
We will include cluster-randomised trials in the analyses as well as
individual randomised trials. Their sample sizes will be adjusted
using the methods described in the Cochrane Handbook for Sys-
tematic Reviews of Interventions (Higgins 2008). An estimate of the
intracluster correlation co-efficient (ICC) from the trial or from a
study of a similar population will be utilised. If ICCs from other
sources are used, sensitivity analyses to investigate the effect of
variation in the ICC will be conducted and reported.We will con-
sider it reasonable to combine the results from both cluster and
individual trials if there is little heterogeneity between the study
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designs. A sensitivity analysis will be performed to investigate the
effects of the randomisation unit.
In trials with multiple intervention or control groups, weighted,
pooled means and standard deviations will be used to generate
SMDs in order to avoid statistical problems with non-indepen-
dence of data that would result from including multiple interven-
tion groups as separate trials. Studies comparing different inter-
vention groups or different intensities of the same intervention,
with control group, will be excluded from the meta-analysis but
reported in narrative.
Dealing with missing data
Where data are missing, are unclear, or are not fully reported, we
will contact the authors of these potentially included studies for
clarification and further information. Authors will be contacted
via email. If this is not possible, we will contact them via postal
address. If we are unable to trace the authors or information is un-
available from the authors within two months of contacting them,
we will record the information as missing in the data extraction
form. Unobtainable methodological data will be documented in
our ‘risk of bias’ table and unobtainable statistical data will be as-
sessed and managed following the guidance provided by Higgins
2008.
Assessment of heterogeneity
We are expecting to find content and methodological diversity
between all included studies. The logic model will be used in cat-
egorising the type of intervention strategies used, the participants
and outcome measures assessed. Firstly, the evidence of hetero-
geneity will be visually assessed via forest plot, examining the ex-
tent to which the confidence intervals overlap. The I2 statistics will
then be used to quantify the level of heterogeneity. A sensitivity
analysis will be performed to investigate heterogeneous results.
Assessment of intensity
Wewill categorise the intensity of the elder abuse prevention inter-
vention to assess whether intensity could account for differences
that existed in the outcomes between studies. Similar to Baker
2011, the intensity of the intervention will be categorised based on
the six characteristics and attributes that we hypothesised would
be important in understanding differences in the effectiveness of
the elder abuse prevention interventions. Specifically, these charac-
teristics include: 1) development of community partnerships and
coalition; 2) levels of intervention; 3) reach of the strategies; 4)
magnitude of the intervention, the extent of continuous provision
of the intervention through the intervention period; 5) descrip-
tion of cost, 6) statement of intensity.
Two review authors (PB and CY) will independently assess each
characteristic as ’more intensive’, ’less intensive’, or ’unclear’ (Baker
2011). We will categorise the overall assessment of intensity for
each study as ’high’, ’medium’, ’low’, or ’unclear’. Discrepancies
will be resolved by discussion.
Assessment of reporting biases
DF will plot trial effect against standard error (SE) using funnel
plots (Sterne 2011). Given that asymmetry could be caused by a
relationship between effect size and sample size, or by publication
bias (Egger 1998), we will examine any observed effect for clinical
heterogeneity and we may carry out additional sensitivity tests.
Data synthesis
The results of any intervention versus no intervention (i.e. control
group), immediately post-intervention and at any intervals within
the 12 months follow-up, will be collected. Trial participants will
be analysed in the groups to which they were randomised, regard-
less of the intervention they received, and all randomised partici-
pants will be included regardless of whether their outcomes were
actually collected.
The effect of different types of interventions will be assessed as
stated in Figure 1. Where more than one outcome measure was
collected by the author, themeasure selected for inclusion inmeta-
analysis will be determined by a predefined hierarchy, specifically:
data availability, specificity of the different measures, quality of
the measure, person completing the measure (where objective or
externally rated measures (e.g. observant completed) were chosen
over subjective or internally rated measures (e.g. self report), com-
pleteness of the data and frequency of that measure being used by
other researchers. If two outcome measures exist identical to this
point, one will be chosen at random.
We will carry out statistical analysis using the Review Manager
software (RevMan 2011). We will use fixed-effect meta-analysis
for combining datawhere it is reasonable to assume that studies are
estimating the same underlying treatment effect: i.e. where trials
are examining the same intervention and the trials’ populations
and methods are judged sufficiently similar. If there is clinical
heterogeneity sufficient to expect that the underlying treatment
effects differ between trials, or if we detect substantial statistical
heterogeneity, wewill use random-effectsmeta-analysis to produce
an overall summary.
If we use random-effects analyses, we will present the results as the
average intervention effect with its 95% confidence interval, and
the estimates of T2 and I2.
Narrative synthesis will be used for reviews where meta-analysis is
either not feasible or sensible. If this happens, the method used for
each stage will be specified, justified and followed systematically.
Subgroup analysis and investigation of heterogeneity
If we identify substantial heterogeneity, we will investigate it using
subgroup analyses and sensitivity analyses. Data permitting, we
plan to carry out the following subgroup analyses based on the:
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1. type of abuse;
2. type of intervention (e.g. primary, secondary or tertiary
prevention);
3. cognitive status of elderly (cognitively intact versus
impaired);
4. type of setting (e.g. community dwelling versus institutions
such as residential care, health facilities or shelters);
5. geographical regions (those from developing versus
developed countries);
6. socio-demographic characteristics of the target population
(e.g. victims, perpetrators, socio-economic status, gender or
others);
7. effect of low follow-up in the studies.
We will use the following outcomes in subgroup analysis: number
of episodes of elder abuse or decrease in elder abuse.
We will assess differences between subgroups by inspection of
the subgroups’ confidence intervals; non-overlapping confidence
intervals suggesting a statistically significant difference in treat-
ment effect between the subgroups. Where sufficient information
is available, we will assess differences between subgroups by inter-
action tests.
Subgroup analyses specified a priori include assessing differences
in intervention effects by type of intervention and whether the
program was administered either to the victims, perpetrators or
others.
Study-specific differences between intervention and control
groups for each of these comparisons will be pooled using meta-
analysis to produce an overall estimate of effect, with 95% confi-
dence intervals.
Standardised mean differences (SMDs) of individual trials will be
calculated using a fixed-effect model analysis, with standard errors
calculated from the corresponding 95% confidence intervals, to
include in the generic inverse variance (GIV) meta-analysis ap-
proach.
Sensitivity analysis
If there is high risk of bias associatedwith the quality of some of the
included trials, we will perform sensitivity analysis to determine
whether the quality of the trials significantly influences the effect
size.
We will consider trials at high risk of bias in sensitivity analysis
if allocation concealment is unclear or at high risk of bias, or if
attrition is greater than 20%. We will also carry out sensitivity
analysis to explore the effects of fixed-effect or random-effects
analyses for outcomes with statistical heterogeneity and the effects
of any assumptions made, such as the value of the ICC used for
cluster-randomised trials.
If any study at high risk of bias significantly influences the effect
size, these studies will be excluded from the meta-analysis but will
be reported in narrative.
Summary of findings table
CY, NH and PB will prepare a summary of findings table for the
primary outcomes related to elder abuse using GRADE profiler
(Schunemann 2011). We will summarise the quality of evidence
by applying the principles of the GRADE framework and follow-
ing the recommendations and worksheets of EPOC for creating
summary of findings tables (EPOC 2011). We will use four lev-
els of quality (high, moderate, low and very low) to describe the
body of evidence. We will create the table using the measures for
the primary outcomes identified as being most important, most
reliable and the most predominant. We will assess the quality of
evidence for each outcome across studies.
We will assess the study design, risk of bias, imprecision, incon-
sistency, indirectness and magnitude of effect based on GRADE
criteria. The primary determinant for upgrading or downgrading
the evidence will be whether the issues identified are likely to affect
the outcome. The rating of the quality of evidence will bemodified
downward based on study limitations, imprecision, inconsistency
of results, indirectness of evidence and likelihood of publication
bias. The rating will be modified upward when the study has large
magnitude of effect, existing dose response gradient, or when con-
sideration of all plausible residual confounders and biases would
reduce a demonstrated effect, or suggest a spurious effect when
results show no effect.
The summary of findings table will contain illustrative compar-
isons of the effect of the intervention upon population levels of
primary outcomes using three scenarios of elder abuse levels and
intervention approaches that are indicative of low-, middle- and
high-income countries. If necessary, we will adjust the illustrations
for any corresponding equity gradient that may be apparent, such
as the staircase effect (Tugwell 2006). Thismay identify an increas-
ing gap and decreasing effectiveness by advantaged and disadvan-
taged populations across relevant components of the intervention.
In the event that meta-analysis is not appropriate, we will prepare
an alternative summary of findings table using narrative analysis
of the included studies.
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A P P E N D I C E S
Appendix 1. MEDLINE search strategy
1 (Geriatric* or Elder* or old-age* or pensioner*).ti,ab.
2 ((Aging or aged or senior or old*) adj2 (wom#n or m#n or lady or ladies or adult* or citizen* or resident or residents or
population*1 or people or person)).ti,ab.
3 (Retirement home* or retirement care home*).ti,ab.
4 exp Aged/ or exp geriatrics/
5 or/1-4 [describing elderly population]
6 ((mental* or physical or verbal or emotional or financial or sexual or psychological or material or elder) adj2 (harm or abus*)).ti,ab.
7 (neglect* or ill-treat* or maltreat* or mistreat* or exploit* or fraud* or assault* or crime* or violen* or bully* or intimidat* or
aggression or coerc* or extort* or stigmati* or ostraci*).ti,ab.
8 fraud/ or homicide/ or sex offenses/ or rape/ or theft/ or violence/ or domestic violence/ or elder abuse/
9 6 or 7 or 8 [describing abuse]
10 (safeguard* or safe guard* or Prevent* or promot* or reduc* or protect* or assist*).ti,ab.
11 (Legislat* or Mandatory report* or advoca* or Mass media or campaign*1 or social marketing or increas* aid* or citizens
advice).ti,ab.
12 mandatory reporting/ or legislation/ or mandatory program/ or Social Marketing/ or Consumer Advocacy/ or Patient Advocacy/
or patient rights/ or mass media/
13 ((elder* or older or patient* or continuing or public or Provider* or staff or service* or carer* or caregiver* or employee* or
worker* or professional* or resident*1 or increas* or money or monetary or banking or pension or legal or fraud) adj5 (Education or
training)).ti,ab.
14 ((increas* or money or monetary or banking or pension or legal or fraud or cash) adj3 (inform* or rights or educat* or train*
or awareness or assist*)).ti,ab.
15 (information adj1 (prov* or intervention)).ti,ab.
16 ((continuing or provider* or staff or service* or employee* or worker* or professional* or increas* or money or monetary or
banking or pension) adj5 (development or manage*)).ti,ab.
17 Financial management/ or financial support/ or financing, personal/ or pensions/ or Education, Public Health Professional/ or
education/ or education, nonprofessional/ or inservice training/
18 health promotion/ or health education/ or Education, Public Health Professional/
19 ((abused or victim* or abuser* or perpertrator* or crim* or offend*) adj5 (psychological program* or behaviour* therap* or
ncrease * therap* or social support or support group* or counsel* or rehabil* or support*)).ti,ab.
20 ((care or service* or provider* or residential or home or institution*) adj2 (policy or policies)).ti,ab.
21 Restraint reduc*.ti,ab.
22 ((elder* or Intergeneration* or housing or transport or finance* or bank* or rehabilitation) adj3 (program* or project*)).ti,ab.
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23 intergenerational relation/ or social support/ or home care services/ or health services for the aged/
24 (Home care service* or home nursing or respite care or domiciliary care or social network*).ti,ab.
25 ((social or self-help or psychological or welfare or companion*) adj2 (support or system* or group* or program* or project)).ti,ab.
26 (support adj2 (system* or group* or program* or project)).ti,ab.
27 Aged friendly cities.ti,ab.
28 (Detect* or Screen* or home visit* or house call* or guideline* or protocol*1 or help-line* or helpline* or hot-line* or
hotline*).ti,ab.
29 ((neglect* or ill-treat* or maltreat* or mistreat* or exploit* or fraud* or assault* or crime* or violen* or bully* or increase* or
aggression or coerc* or extort* or stigmati* or ostraci* or abus*) adj3 (recogni* or assess* or report*)).ti,ab.
30 House call/ or Guideline Adherence/ or guideline/ or geriatric assessment/
31 ((Welfare or living standard* or social standing or housing or transport or banking or pension or employment or education or
social cash or urban plan*) adj3 ( increas* or assist* or promot* or increase* or aid)).ti,ab.
32 Crisis/ or social welfare/ or Rehabilitation/ or Transportation/ or Housing for the Elderly/ or health Policy/ or Policy/ or
Organizational Policy/ or Environmental Policy/ or Social Control Policies/ or Pensions/ or social control, formal/ or hospice care/ or
home care services/
33 (Emergency shelter* or temporary residential service*).ti,ab.
34 emergency shelter/ or Emergencies/ or Early Medical Intervention/ or Crisis management/
35 “Early Intervention (Education)”/
36 Or/10-35 [describing prevention interventions]
37 5 and 9 and 36 [topic search concepts combined]
38 randomized controlled trial.pt.
39 controlled clinical trial.pt.
40 comparative study.pt.
41 intervention studies/
42 evaluation studies/
43 program evaluation/
44 random allocation/ or clinical trial/ or single-blind method/ or double-blind method/ or control groups/
45 (randomized or randomised or placebo or randomly or groups).ab.
46 trial.ti,ab.
47 (time adj series).ab,ti.
48 quasi-experiment*.ab,ti.
49 (pre test or pretest or pre-intervention or post-intervention or posttest or post test).ab,ti.
50 (controlled before or “before and after stud*” or follow-up-assessment).ab,ti.
51 ((evaluat* or intervention or interventional or treatment) and (control or controlled or study or program* or comparison or
“before and after” or comparative)).ab,ti.
52 ((intervention or interventional or process or program) adj8 (evaluat* or effect* or outcome*)).ab,ti.
53 (program or programme or secondary analys*).ti,ab.
54 or/38-53 [study filter for RCTs, CCTs, ITS and CBAs]
55 exp animals/ not humans.sh.
56 54 not 55
57 37 and 56
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